MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH a N

DEPARTMENT OF PUBLIC HEALTH AND WELFARH q /‘\(
DO NOT WRITE AMENDED Ilegiﬂrmion Dintrict No. —_Primary Registration District No_ ___ ;_Q_-__ —_Registrar'a No. ____Z____'_____

ON THIS STUB ,
I. pucg'ﬁ'nrg 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befora
a. COQUNTY a. STATE b. COQUNTY dmissi
#tchiaon Mo, Abchison ™™
(-]

b. CI'I'Y {If outside corporatp llmits, give TOWNSHIP only) Length of 11ay in 1b c. CITY * Inside Limits

OR
19WN ~ TOWN
Fairifax Rock Part Yes O No )M

¢. FULL NAME OF (If NOT in howpiral, give locatien) Inside Limits o, STREET (I cutiide, give lacation} Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION E ! E 3 Ii n Yes 9, No O Y“n No O

<J. NAME OF DECEASED First Middls Last 4. DATE Monith Day Year

{Type or print} Mary o Mar'ggi;‘ét Sickler DEO:TH Dec. 313 1963

5. SEX 6. COLOR OR RACE 7. Married [J  Never Married [] [8. DATE OF BIRTH | ¥- AGE [lesr birthday) | IF UNDER | YEAR IF UNDER 24 HR

Widowad Divoreed [] Months Days Houn Min,

female| white % /22/1870 93
10a. USUAL OCCUPATION [Give kind of work done | 10b, KIND OF BUSINESS GR INDUSTRY{ 11. BIRTHPLACE (City and s1ate or country) | 12, CITIZEN OF WHAT COUNTRY
H | during mos1 of working life, even i revired)

Housdewife In the home Atehison O :mE¥( Mb . g][.S.A,
13s. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Ioseph Wagnen Anna. Walter : Charles E. Sickler
15. WAS DECEASE R IN U5 0 FORCES? 16. SOCIALSECURITY NO. T 17. INFORMANT Addrasy

{Yen, no, or ﬁhﬁown)l (If yes, give war or dates of serv]

VS 300
Rev, 4/59

DATE AMENDED

Migs Gertrude Sickler; Rgek Port Mo

18. CAU!E OF DEATH {Enter only one cause per line - - INTERVAL BETWEEN
- ART {. DEATH WAS CAUSED BY: - [‘/ ﬁ . ONSET AjATH
IMMEDIATE CALUSE (a} -~ l‘Q/Qe-ﬁ'E_Q_ At et e —%

Conditions, if any, DUE TO 'm C* < :._rag~ @-F‘(‘E 1?7 =0 p O AT go,a.ug
{

* which gave rise 1o
above cause (a).
staring, the under-
lying cause last, QUE TO {¢)

PART 1. QTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but nov relared 1o the terminal PART Ml If  deceased was  female wa
. disesse condition given in PART | [a) thera a pragnancy in lan? 90 dayy.

rD Yeat l J8_ No [ 0 Unknown

15 WAS AUTOPSY | 20, ACCIDENT  SUICIDE  HOMICIDE | 205 DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of Item 18.)
PERFORMED? O O ] S
YES] NOR

20c. TIME OF  How Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about heme, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] . farm, factory, straet, offica bidg., ete.)
NOT WHILE AT WORK |:| - / /

! yi
21, | attended the d d from. ! /fa 2 to. /3'/‘3 rlt-r '5nnd last ”"'(hlrn alive or\__l_,L?/_ﬂ_vz- 3 —
. / {0 s, on the date stated sbove, and 1o the best of my knowledge, from the cavses swarad.

Desth gocurred &t

2% STONATURE (Deares or tifia) 225, ADDRESS / /sremeo
m—\\!\. A % D w-c/Q Mo y -

73a. BURIAL, CREMATION, | 23b. DATE f:lc MNAME OF CEMETERY OR CREMATORY 23d, lDCATION (Cny, town, of county) ! (ST"'le]
RE :

Jan.2,1964 Green Hill Rock Port, Missourl

24. FUNERAL DIRECTOR ADDRESS DATE RECD. BY LOCAL REG. 26 GISTRAR'S SIGNATURE
Bartholomew Mortuary:Rock Port Mol X&' 7 lgé v ,

{Licensed Emhalm“i!afemnm on Reverie Jide}

DOCUMENT

-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

- BY AFFIDAVIT OF .




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Q/HMQS LL). éCADO/% L " Student Embalmer No

working under my sonal sumon / i
Student % Mv“-’ Signed '\-7

Sig@.mm of Student Embalmer

Licensed Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ‘(Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




